Kaposi's sarcoma is a well recognised manifestation of the acquired immune deficiency syndrome (AIDS) in homosexual men.' In the setting of AIDS the tumour follows a much more aggressive course than observed with immunocompetent patients.' Usually there is widespread cutaneous involvement with a high incidence of gastrointestinal and visceral disease. Despite the presence of disseminated malignancy, however, these patients are often relatively well, and, in particular, gastrointestinal symptoms such as diarrhoea and rectal bleeding are unusual. This is the case of a male homosexual who presented with apparent severe ulcerative colitis and who was found at laparotomy to have extensive colonic Kaposi's sarcoma. He subsequently survived two major operations; subtotal colectomy with ileostomy and an abdominoperineal resection. To our knowledge, it is the first case reported of severe gastrointestinal Kaposi's sarcoma as a manifestation of AIDS being successfully treated by surgery. Two weeks after dischairge anld three monitlhs after initial presentationl the patient developed several skin nodules behind his right ear, left thigh and over his shoulders and abdomen. A diagnosis of Kaposi's sarcoma was confirmed by skin biopsy. Gastroscopy revealed many sarcomatous lesionis in the tirst and second parts of the duodenum. Sigmoidoscopic biopsy showed inflammatory changes as before. together with a proliferation of spindle cells arranged in interweaving fascicles infiltrating from submucosa into mucosa. Scattered, widely dilated, thin walled vascular channels, frequently of bizarre outline, extravasated red blood cells and haemosiderini were also present (Fig. 2) . Immunoperoxidase staining using antiserum to Factor VIII related antigen showed positive staining of both the abnormal blood vessels and of the proliferating spindle cells. These appearances were characteristic of Kaposi's sarcoma.
Therapy was started with recombinant alpha inter- At laparotomy the colon was dark red from the splenic flexure to the mid rectum, collapsed and with scattered jet black areas of up to 2 cm. The distal rectum was grossly oedematous and the caecum and transverse colon were dilated. There was no evidence of disease in the small bowel, liver or spleen.
The postoperative period was uneventful. Alpha interferon and vinblastine therapy was started after two weeks when adequate wound healing had occurred. The patient remained well until the end of June 1985 when he required readmission to hospital 
Discussion
The diagnosis of Kaposi's sarcoma of the bowel may be difficult to establish in the absence of skin and oral involvement. If the characteristic reddish nodules, plaques or macules are not evident endoscopically, or if they are obscured by features of inflammatory bowel disease, biopsy sampling error is very likely. In our patient the earlier mucosal biopsies failed to sample diagnostic tissue. A provisional diagnosis of ulcerative colitis was made on the basis of the mucosal inflammatory cell infiltrate, the crypt abscesses and mucus cell depletion, together with the barium enema features.
Kaposi's sarcoma of the bowel predominantly involves the submucosa, with later involvement of the mucosa and sometimes also of the deeper layer of the bowel wall. When considering this diagnosis, biopsies that include submucosa are mandatory. In our patient we believe that the inflammatory pathology present in the mucosa was secondary to the underlying submucosal Kaposi's sarcoma which only because of worsening lower abdominal cramps and rectal discharge. Though ain ileorectal anastomosis had been planned, these symptoms and the risk of Kaposi's sarcoma in the rectum made rectal excision the preferred treatment. An abdominoperineal resection was thus carried out. At laparotomy, the distal one third of the ileum was red and friable. The rectal stump was no longer oedematous but contained multiple dark areas, consistent with Kaposi's sarcoma (Fig. 3) which were not present at the previous laparotomy. Samples of rectal stump discharge and the rectal stump were again submitted for microbiological examination with negative results.
The pathology of the colon, rectum, and anal canal were similar: the mucosa of the caecum, ascending and proximal transverse colon was studded with multiple haemorrhagic nodules. More distally the mucosa was ulcerated (Fig. 4 ) and uniformly haemorrhagic with many small pseudopolyps. Histologically there was evidence of invasion of the bowel wall and pararectal lymph nodes by a solid and vasoformative malignant spindle cell tumour consistent with Kaposi's sarcoma (Fig. 5) . Radiological examination though helpful in demonstrating plaques and nodules will often fail to detect the more common macular lesions. Kaposi's sarcoma of the bowel presenting as apparent ulcerative colitis has recently been reported' in an AIDS patient, with the death of the patient from bowel perforation 20 months after the onset of symptoms. There are also a few reports,7" antedating the AIDS era, describing the association of the two conditions. It is of interest that in two of them improvement occurred after corticosteroid administration. In our patient the high and prolonged doses of prednisolone given may have further depressed immune function and led to dissemination of gastrointestinal lesions and the development of cutaneous disease.
The satisfactory outcome of major surgery in the patient is noteworthy; the case appears to be the first reported instance of AIDS related Kaposi's sarcoma of the bowel complicated by toxic megacolon with survival, now 30 months since the onset of symptoms.
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